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ABBREVIATIONS    
 
ACA - acrodermatitis chronica atrophicans 
AI - antibody index 
CSF - cerebrospinal fluid 
EM - erythema migrans 
IF - intrathecal fraction 
IFA - immunofluorescent assay 
Ig - immunoglobulins 
IQR - interquartile range 
LA - Lyme arthritis 
LB - Lyme borreliosis 
LIAISON - an indirect chemiluminescence immunoassay 
LNB - Lyme neuroborreliosis 
LP - lumbar puncture 
LRFP - pulsed-field gel electrophoresis with identification of large restriction fragment 
patterns 
MKP - modified Kelly-Pettenkofer medium 
OspA, C - outer surface protein A, C 
p - p value 
padj - Holm's adjusted p value 
PCR - polymerase chain reaction 
PFP - peripheral facial palsy 
Q - CSF/serum quotient 







Lyme borreliosis is a zoonosis caused by bacteria from Borrelia burgdorferi sensu lato 
complex. In Europe, it is transmitted to humans by infected Ixodes ricinus ticks. During 
dissemination, when borreliae reach the nervous system, manifestations of Lyme 
neuroborreliosis develop. In adult European patients, Lyme neuroborreliosis is mainly 
caused by B. garinii, followed by B. afzelii, and B. burgdorferi. In adult patients, it has been 
corroborated that the clinical presentation of Lyme neuroborreliosis depends on 
B. burgdorferi sensu lato species. However, data on the etiology of Lyme neuroborreliosis in 
children in Europe is limited, with only scarce data about the influence of B. burgdorferi 




In the present study, we wanted to confirm two hypotheses. First, that B. garinii is the main 
cause of Lyme neuroborreliosis in children in Slovenia, as in adult patients, and second, that 
the clinical presentation of Lyme neuroborreliosis in children depends on the B. burgdorferi 
sensu lato species that caused it.  
 
Methods 
The study was mono-centric. During its 17-year period, it included children younger than 15 
years with clinical presentation suggestive of Lyme neuroborreliosis or confirmed Lyme 
borreliosis, who had B. burgdorferi sensu lato isolated from CSF, and who had the species of 
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B. burgdorferi sensu lato identified by pulsed-field gel electrophoresis. Demographic and 
medical data were compared for children infected with various B. burgdorferi sensu lato 
species. Machine learning analysis was performed to search through chosen variables for the 
variable with the highest relative importance score in order to classify children with Lyme 
neuroborreliosis caused by various B. burgdorferi sensu lato species.  
 
Results 
153 children had Borrelia burgdorferi sensu lato isolated from CSF. In 71/113 (62.8%) 
B. garinii, and in 42/113 (37.2%) B. afzelii were identified. Most cases of Lyme 
neuroborreliosis in children occurred between May and August compared to the period from 
September to April (69.0% vs. 31.0%, p=0.012).  
 
Patients infected with B. garinii did not report symptoms suggestive of central nervous 
system involvement or any other symptoms more often than patients infected with B. afzelii. 
In children infected with B. garinii, erythema migrans was seen as the first sign/symptom 
less often (21.1% vs. 45.2%, padj=0.021) compared with children infected with B. afzelii and 
multiple erythema migrans were observed less often on clinical examination (18.3% vs. 
45.2%, padj=0.036). However, children infected with B. garinii presented symptoms of 
meningitis as the first sign/symptom (57.7% vs. 28.6%, padj=0.012), had positive meningeal 
signs on clinical examination (69.0% vs. 38.1%, padj=0.019), had CSF lymphocytic 
predominance (92.9% vs. 65.0%, padj=0.008 ), and had elevated albumin CSF/serum quotient 




There were no statistically significant differences in laboratory blood findings, in the 
presence of specific borrelial antibodies in serum and CSF, and in intrathecal specific 
borrelial antibody production between groups of patients infected with B. garinii and 
B. afzelii.  
 
The variable with the highest relative importance score for classification between groups of 
children with Lyme neuroborreliosis caused by B. garinii and B. afzelii is CSF lymphocyte 
concentration, followed by CSF albumin level, and CSF white blood cell count. 
 
Conclusions 
In Slovenia, Lyme neuroborreliosis in children is more often caused by B. garinii, followed by 
B. afzelii. This confirms our first hypothesis. Signs and symptoms of Lyme neuroborreliosis in 
children caused by B. garinii are not more often suggestive of CNS involvement, but CNS 
inflammation is more pronounced in children infected with B. garinii, compared with 
children infected with B. afzelii. Thus, the whole clinical presentation of Lyme 








Lymska borelioza je zoonoza, ki jo povzročajo bakterije iz skupine Borrelia burgdorferi sensu 
lato. V Evropi se človek okuži z vbodom okuženega ščitastega klopa Ixodes ricinus. Če borelije 
v procesu razsoja po telesu vstopijo v živčni sistem, se razvije lymska nevroborelioza. Lymsko 
nevroboreliozo pri odraslih bolnikih v Evropi povzročajo predvsem B. garinii, nato še B. afzelii 
in B. burgdorferi. Dokazali so, da je klinična slika lymske nevroborelioze pri odraslih bolnikih 
odvisna od vrste B. burgdorferi sensu lato, ki jo povzroča. Za populacijo otrok pa so podatki  
o etiologiji lymske nevroborelioze v Evropi skopi in objavljeno je le malo podatkov o vplivu 
vrste B. burgdorferi sensu lato na klinično sliko lymske nevroborelioze pri otrocih.  
 
Hipoteza 
S pričujočo raziskavo smo želeli preveriti dve hipotezi. Prva hipoteza je: “V Sloveniji je pri 
otrocih, enako kot pri odraslih bolnikih, B. garinii najpogostejši povzročitelj lymske 
nevroborelioze.” Druga hipoteza je: “Vrsta B. burgdorferi sensu lato vpliva na klinično sliko 
lymske nevroborelioze pri otrocih.”   
 
Metode 
Raziskava je potekala v enem centru. Trajala je 17 let. V raziskavo smo vključili otroke mlajše 
od 15 let, ki so imeli prisotne klinične znake sumljive za lymsko nevroboreliozo ali potrjeno 
lymsko boreliozo, pri katerih smo osamili B. burgdorferi sensu lato iz likvorja in pri katerih 
smo s pomočjo elektroforeze v utripajočem električnem polju določili vrsto B. burgdorferi 
sensu lato. Bolnike smo razdelili v skupine glede na vrsto osamljene B. burgdorferi sensu 
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lato. Med posameznimi skupinami smo nato primerjali demografske in klinične podatke. 
Izvedli smo tudi analizo strojnega učenja in med izbranimi spremenljivkami poiskali tisto z 
najvišjo oceno relativne pomembnosti za razvrstitev otrok z lymsko nevroboreliozo glede na 
vrsto B. burgdorferi sensu lato.    
 
Rezultati 
V času raziskave smo B. burgdorferi sensu lato iz likvorja osamili pri 153 otrocih. Pri 71/113 
(62.8%) otrocih smo dokazali B. garinii in pri 42/113 (37.2%) otrocih B. afzelii. Več otrok je z 
lymsko nevroboreliozo zbolelo v času od maja do avgusta kot v času od septembra do aprila 
(69.0% vs. 31.0%, p=0.012). 
 
Otroci okuženi z B. garinii niso imeli pogosteje simptomov značilnih za okužbo osrednjega 
živčevja ali katerih koli drugih simptomov kot otroci okuženi z B. afzelii. Pri otrocih okuženih z 
B. garinii so, v primerjavi z otroki okuženimi z B. afzelii, kot prvi znak/simptom bolezni 
erythema migrans opazili redkeje (21.1% vs. 45.2%, padj=0.021) in tudi ob kliničnem pregledu 
smo pri njih multiple erythema migrans našli redkeje (18.3% vs. 45.2%, padj=0.036). Pri 
otrocih okuženih z B. garinii pa so, v primerjavi z otroki okuženimi z B. afzelii, kot prvi 
znak/simptom bolezni simptome značilne za meningitis opazili pogosteje (57.7% vs. 28.6%, 
padj=0.012) in tudi ob kliničnem pregledu so pri njih meningitisni znaki bili prisotni pogosteje 
(69.0% vs. 38.1%, padj=0.019). Otroci okuženi z B. garinii so v likvorju imeli pogosteje prisotno 
limfocitno predominanco (92.9% vs. 65.0%, padj=0.008) in pogosteje zvišan albuminski 




Med skupinama bolnikov okuženih z B. garinii ali B. afzelii ni bilo statistično značilnih razlik v 
rezultatih krvnih preiskav, pogostnostjo prisotnosti specifičnih borelijskih protiteles v serumu 
ali likvorju, in tudi ne v pogostnosti intratekalne sinteze specifičnih borelijskih protiteles.  
 
Koncentracija limfocitov v likvorju je spremenljivka z najvišjo oceno relativne pomembnosti 
za razvrstitev otrok z lymsko nevroboreliozo, ki jo povzročata B. garinii ali B. afzelii. Sledita ji 
koncentracija albumina v likvorju in vrednost levkocitov v likvorju.  
 
Zaključki 
Lymsko nevroboreliozo pri otrocih v Sloveniji najpogosteje povzroča B. garinii, nato B. afzelii. 
Tako smo potrdili prvo hipotezo. Klinični znaki in simptomi lymske nevroborelioze pri 
otrocih, ki so okuženi z B. garinii, niso bolj značilni za okužbo osrednjega živčevja, kot pri 
otrocih okuženih z B. afzelii. Vnetje osrednjega živčevja pa je bolj izraženo pri otrocih, ki so 
okuženi z B. garinii, kot pri otrocih okuženih z B. afzelii. Tako vse najdbe skupaj kažejo na to, 
da je klinična slika lymske nevroborelioze pri otrocih odvisna od vrste B. burgdorferi sensu 






1.1. LYME BORRELIOSIS 
Lyme borreliosis (LB) is a zoonosis caused by bacteria from Borrelia burgdorferi sensu lato 
complex. It is transmitted mainly from small mammals to humans through the bite of an 
infected tick. It occurs in Europe, North America, and in parts of Asia (1, 2). LB can affect 
many organs, but erythema migrans (EM) is the most frequent clinical sign observed (1–4). 
The disease got the first part of its name from the Lyme region in Connecticut, US, where, in 
1976, groups of children and adults with oligoarthritis were first described (5), and the 
second part from the bacteria that causes it (6, 7).   
 
1.1.1. Epidemiology  
In Europe, there are approximately 85,000 cases of LB reported annually. The highest 
reported incidence rates are in the Baltic States, Sweden, Austria, the Czech Republic, 
Germany, Slovenia, and other parts of central Europe (8). In Slovenia, LB is endemic (4). The 
reported incidence rate in the period 2008 - 2017 was 207 - 337 cases/100,000 population 
(3, 9–11), and in 2017, 4,534 cases were reported (3). In the US, there were 42,743 cases of 
confirmed and probable LB reported in 2017 (12). Fourteen states in the Northeast, mid-
Atlantic, and upper Midwest of the US have reported high incidence rates. The average 
annual reported incidence rates for these states in the period from 2008-2015 ranged from 






1.1.2. Borrelia burgdorferi sensu lato 
There are 20 different known genospecies of B. burgdorferi sensu lato complex (2). In 
Europe, LB is caused by B. afzelii, B. garinii, B. burgdorferi sensu stricto (B. burgdorferi) (1, 2, 
14–26), B. bavariensis, and very rarely by B. spielmanii, B. bissettii, B. lusitaniae, and 
B. valaisiana (1, 2). In North America, LB is caused nearly exclusively by B. burgdorferi (1, 2), 
and in Asia mainly by B. garinii (1).  
 
Bacteria from the B. burgdorferi sensu lato complex are spirochetes. They have a 
cytoplasmic membrane covered with a peptidoglycan layer, and an outer membrane. There 
is periplasmatic space between the two membranes. At each pole of the cytoplasmic 
membrane, there are flagella attached, and they wind around the bacteria in the 
periplasmatic space. The outer membrane of B. burgdorferi is a lipid bilayer that, unlike in 
Gram-negative bacteria, lacks lipopolysaccharides, but contains phospholipids, glycolipids, 
and lipoproteins. Among these lipoproteins are outer surface proteins A (OspA), and C 
(OspC), which change according to the environment. B. burgdorferi is 10-30 µm long, and 
300 nm wide (2, 6, 27).  
 
Bacteria from B. burgdorferi sensu lato complex have a small genome consisting of a linear 
chromosome that is conserved among different genospecies, and about 20 linear and 
circular plasmids that vary within, and among different genospecies. This variable part of the 
bacteria’s genome contributes to the clinical variability (2, 27). It is known that B. afzelii 
mainly causes skin manifestations, B. garinii is the most neurotropic, and B. burgdorferi is 




B. burgdorferi does not synthesize amino acids, lipids, nucleotides, and, due to this limited 
metabolic activity, it depends on the environment in vectors/hosts (1, 2). Thus, 
B. burgdorferi sensu lato also demands complex culture conditions (1, 28).  
 
1.1.3. Vectors, reservoirs, and hosts 
The main reservoir for borreliae are small mammals (mice, voles), birds, and even reptiles (2, 
29). Both infected and uninfected ticks of different life cycle stages, larvae and nymphs, feed 
on these animals (2, 30). During feeding, the uninfected ticks acquire borreliae from the 
infected reservoir animal (systemic transmission) or from an infected tick that is feeding 
close by at the same time on the same reservoir animal (co-feeding transmission) (30). 
Transovarial transmission does not exist or is rare (1). On the other hand, deer are only the 
hosts for the ticks (2, 29). As such, deer are important for the maintenance of the tick 
population (2). Once in the tick, borreliae can be transmitted to humans during a blood 
meal. In Europe, the vector of B. burgdorferi sensu lato is the Ixodes ricinus tick, in Asia 
Ixodes persulcatus, on the North American East coast Ixodes scapularis and on the West 
coast Ixodes pacificus (1, 2, 31). 
 
1.1.4. Pathogenesis and immunologic response 
While in the tick midgut, the borreliae express lipoprotein OspA. After the tick attaches to a 
mammal and becomes engorged with blood, the expression of OspA is downregulated, and 
the expression of OspC is upregulated. OspC enables the borreliae to invade the tick’s 
salivary glands and, for this reason, OspC is necessary to establish early infection in 




At the site of the tick bite, EM develops (2, 32–34). There, one can find cellular infiltrate 
consisting of T cells (CD4+, CD8+), neutrophils, dendritic cells, and monocytes/macrophages. 
Proinflammatory cytokines (TNF, IL-2, IL-6, type I-IFN), and chemokines that attract 
neutrophils (CXCL1), macrophages (CCL3, CCL4), and T cells (CXCL9, CXCL10, CXCL11) are 
produced. The complement system augments phagocytosis. In about 24 hours, the 
neutrophils are gone from the site. In a couple of days, interstitial and perivascular infiltrates 
form, consisting of lymphocytes, plasma cells, rarely mast cells, and IL-10 with anti-
inflammatory actions is produced (2) by mononuclear cells when stimulated by borreliae 
(35).  
 
On the other hand, once in the host, the borreliae evade the immune system by several 
means. There are complement blocking substances in tick saliva (Salp15, Salp20, ISAC, IRAC) 
(35), and borreliae themselves express CRASPs (complement regulator-acquiring surface 
proteins) on their surface. These two mechanisms help the borreliae to evade the innate 
immune system (2, 35). Borreliae evade the adaptive immune response by replacing surface 
lipoprotein OspC with lipoprotein VlsE (variable major protein-like sequence expressed). VlsE 
undergoes genetic variation and thus enables the borreliae to escape the bactericidal 
antibodies (1, 2). Borreliae can also release soluble antigens that bind to specific borrelial 
antibodies produced by B cells, thus impairing the opsonization and killing of borreliae (35).  
 
From the skin, borreliae later spread through tissues, blood, and lymphatic vessels. Among 
the many surface lipoproteins, borreliae also have fibronectin-binding proteins BBK32, which 
enable them to attach to the vascular surface, from which they migrate to the tissue (1, 2). 
The same pattern of inflammation repeats at the tissues that are reached (skin, heart, joints, 
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central nervous system (CNS)) (2). Borreliae are motile due to their flagella and locally induce 
production of metalloproteinase-9, which digests the extracellular matrix. Borreliae attach to 
the proteins in the extracellular matrix, thus hiding from the host defense mechanisms in a 
less accessible space (35).  
 
Some studies have described differences in pathogenicity and inflammatory response for 
different B. burgdorferi sensu lato species and subtypes (36–39). For example, Strle K. et al 
have shown that in vitro, by stimulating macrophages, and in vivo, by testing the patients’ 
sera, B. burgdorferi from the US has greater inflammatory potential than B. afzelii and 
B. garinii from Europe (39).  
 
Manifestations of the disease develop mainly due to the host inflammatory responses 
described above (1, 2).  
 
1.1.5. Clinical manifestations of Lyme borreliosis 
If left untreated by antibiotics, three stages of LB can be observed: localized infection, early 
disseminated disease, and late infection (1, 2, 33).  
 
At the site of a tick bite (2, 32–34), EM can develop within days or weeks; that being a sign of 
localized infection (1, 2, 32, 33). EM is the most common clinical manifestation of LB (66-
90%) (1, 2, 32, 33, 40). It can be homogenous or annular (1, 41, 42), and is diagnosed 
clinically (1, 2). In the US, where it is caused by B. burgdorferi, it is usually accompanied by 
systemic symptoms (2, 32, 34, 43). Some differences between EM occurring in different US 
states have been described (44). In Europe, when EM is caused by B. garinii, it can be 
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accompanied by pain, itching, burning sensation (2, 41) and some systemic symptoms (41), 
and it spreads faster than when it is caused by B. afzelii (2, 41, 42) or B. burgdorferi (2). In 
Europe, borrelial lymphocytoma can also be observed as a sign of localized infection and is 
most often caused by B. afzelii (2). It is more frequent in children (1, 45). The most frequent 
location of borrelial lymphocytoma is the earlobe (46), and other locations are the helix, 
nipple, and scrotum (1, 2, 32, 46). 
 
Subsequently, within days to weeks, dissemination of borreliae through the blood stream, 
and possibly through tissue planes, can occur, and signs/symptoms of early disseminated 
disease develop (1, 2, 47). One can observe multiple EM, signs/symptoms of early Lyme 
neuroborreliosis (LNB) and, rarely, Lyme carditis (atrioventricular nodal block, 
myopericarditis, rarely mild left ventricular dysfunction, cardiomegaly or pancarditis) (1, 2, 
32, 33, 45, 48–50).  
 
If the infection progresses even further, within months to years, the signs/symptoms of late 
infection develop. These are Lyme arthritis (LA), acrodermatitis chronica atrophicans (ACA), 
and late LNB (2). LA can present as monoarthritis or oligoarthritis (1, 2, 45) and can be the 
presenting symptom of LB (45, 48). This occurs in both the US and Europe. In the US, it 
affects large joints, especially the knee (90%). In Europe, it is not as frequent, and can occur 
earlier in the disease (2). ACA occurs almost exclusively in Europe, mostly due to infection 
with B. afzelii (2, 45, 51), and rarely due to infection with B. garinii or B. burgdorferi (2). It 
usually affects older women. It occurs rarely in children and only case reports have been 
described (2, 45, 51). The lesions are usually present on the extensor surfaces of extremities. 
They are red, bluish and edematous at first, and later become atrophic (1, 2, 51). Late LNB is 
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rare (1), especially in children (33). In Europe, severe chronic encephalomyelitis, and in the 





1.2. LYME NEUROBORRELIOSIS 
In the process of dissemination, when borreliae reach the nervous system, manifestations of 
LNB develop (1, 47). 
 
1.2.1. Etiology of Lyme neuroborreliosis  
In adult European patients with LNB, studies have shown the presence of B. garinii, B. afzelii 
and B. burgdorferi in cerebrospinal fluid (CSF) (15, 17, 18, 21). Further, they have shown that 
LNB in these patients is mainly caused by B. garinii, followed by B. afzelii and B. burgdorferi 
(52, 53). In North America, LB is only caused by B. burgdorferi (1).  
 
Data on the etiology of LNB in children in Europe is limited. In Slovenia, B. garinii was 
isolated from CSF in 14% of children with peripheral facial palsy (PFP) (54) and both B. afzelii 
and B. garinii were isolated from CSF in 4% of children with multiple EM (55). In one study in 
Norway, mainly B. garinii was determined by polymerase chain reaction (PCR) in CSF of 
children with early LNB (14). 
 
1.2.2. Clinical manifestations of Lyme neuroborreliosis 
In adults, LNB can manifest as meningoradicultis, meningitis, PFP, encephalitis, myelitis and 
cerebral vasculitis (1, 56).  
 
In children, the main presentations of LNB are meningitis and PFP (1, 45, 48). Other clinical 
manifestations of LNB in children are rare and merely described as case reports. These rare 
clinical manifestations are: isolated palsies of other cranial nerves (trochlear nerve, 
abducens nerve, oculomotor nerve), cranial polyneuritis, optic neuritis, panuveitis, regional 
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meningitis, meningoecephalitis, meningoradiculitis, polyradiculoneuritis, acute transverse 
myelitis, acute disseminated encephalomyelitis, transient ischemic attack, cerebrovascular 
insult, intracranial vasculitis, nystagmus, opsoclonus-myoclonus, ataxia, vertigo, idiopathic 
intracranial hypertension, psychosis, sleep disturbances, and Alice in Wonderland syndrome 
(32, 48, 57–84). 
 
A Slovenian study conducted by Strle et al. in patients older than 15 years with B. garinii and 
B. afzelii isolated from CSF found that B. garinii causes Bannwarth syndrome and that 
B. afzelii causes less specific clinical presentation of LNB (52). In a recent study by Barstad et 
al., children with early LNB caused by B. garinii did not have uniform clinical picture (14).  
 
1.2.3. Diagnosis of Lyme neuroborreliosis 
In Europe, LNB is confirmed when all three of the following criteria are met: neurologic 
symptoms suggestive of LNB without other obvious reasons, CSF pleocytosis, and intrathecal 
specific B. burgdorferi sensu lato antibody production (1, 85, 86). If only two of the three 
criteria are met, LNB is possible. These criteria are not valid for late LNB (85). Presence of 
specific B. burgdorferi sensu lato antibodies in serum, detection of B. burgdorferi sensu lato 
by culture and/or PCR from CSF, intrathecal synthesis of total IgM and/or IgG and/or IgA, and 
recent or concurrent EM are supporting evidence for the diagnosis of LNB (1, 86). However, 
isolation of B. burgdorferi sensu lato from CSF stands for definite diagnosis of LNB (2, 86, 87). 
But, cultivation of borreliae from CSF is not routinely used, due to low sensitivity, slow 




2. BACKGROUND and AIM 
 
2.1. Background 
Information on the etiology of LNB in children in Europe is limited (54, 55), with only scarce 
data about the influence of B. burgdorferi sensu lato species isolated from CSF on clinical 
presentation of LNB in children (14). Furthermore, Slovenia is a small Central European 
country with two million inhabitants, where LB is endemic (4). High incidence rate (3, 4) and 
the research-oriented management of patients with LB has enabled us to obtain insight into 
the etiology of LNB in children, and to compare groups of children with LNB caused by 
different B. burgdorferi sensu lato species.  
 
2.2. Aim 
The aims of the present study were: 
(I) to establish the etiology of LNB in children in Slovenia, and  
(II) to compare the demographic, clinical, and laboratory findings in children infected with 












1. B. garinii is the main cause of LNB in children in Slovenia, as in adult patients. 
 
2. The clinical presentation of LNB in children depends on the B. burgdorferi sensu lato 
species that caused it.  
 
 
I expect B. garinii to be the main cause of LNB in children in Slovenia.  
I expect the clinical presentation of LNB in children to depend on the B. burgdorferi sensu 
lato species that caused it. 
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4. MATERIAL AND METHODS 
The clinical part of the study was carried out at the Department of Infectious Diseases, 
University Medical Centre Ljubljana, while the microbiologic tests were performed at the 
Institute of Microbiology and Immunology, Faculty of Medicine, University of Ljubljana, 
Slovenia.  
 
4.1. Study design 
The data for the present study were obtained prospectively for all of the patients as a part of 
various studies using the same clinical protocol in previous years (54, 55, 88–91). The 
Medical Ethics Committee at the Ministry of Health of the Republic of Slovenia approved the 
protocols for the previous studies (No. 17/04/96, No. 55/04/01, No. 28/02/04, No. 56/04/04, 
No. 47/07/04) and the present study (No. 166/02/13). Informed consent from parents/legal 
guardians was obtained before the enrolment of patients into the studies. 
 
4.2. Patients 
Children younger than 15 years with clinical presentation suggestive of LNB (patients with 
clinical syndrome of serous meningitis, PFP, patients with febrile illness after a tick bite with 
symptoms suggestive of nervous system involvement) or confirmed LB (multiple EM), 
admitted to the Department of Infectious Diseases in the period from 1st January 1996 to 






4.3. Clinical and laboratory workup 
Upon admission, demographic features, medical history, and clinical data were obtained 
using a questionnaire. Detailed physical and neurologic examinations were performed. Basic 
hematologic and biochemical tests, as well as a lumbar puncture (LP) were performed. In 
CSF, a white blood cell count of ≥ 5 × 106/l was considered to be pleocytosis. In patients with 
pleocytosis, we searched for lymphocytic predominance. CSF flow rate and intrathecal total 
antibody production were defined by the Reiber and Peter criteria (92). For each patient, the 
concentrations of albumin, immunoglobulins G (IgG), A (IgA), and M (IgM) in blood and in 
CSF were determined, while the albumin (QAlb), IgG (QIgG), IgA (QIgA), and IgM (QIgM) 
CSF/serum quotients were calculated. The fraction of intrathecally produced unspecific IgG 
(IgGIF), A (IgAIF), M (IgMIF) was calculated. A value of >10% was considered positive.  
 
4.4. Determination of borrelial antibodies 
At the initial examination, blood and CSF samples were collected for determination of 
specific borrelial IgM and IgG antibodies. For all of the patients, they were determined by an 
in-house indirect immunofluorescence assay (IFA), as previously described (93). The most 
dominant Slovenian isolate (24), B. afzelii was used as the antigen. First, the borrelia strain 
was cultured in modified Kelly-Pettenkofer (MKP) medium (28). The growing culture was 
centrifuged, washed in phosphate buffered saline with MgCl2, analyzed for the presence of outer 
surface proteins (Osp), and dropped onto slides that were dried at room temperature. Slides 
were stored at -80°C, ready for testing. Second, the patients’ sera and CSF samples were diluted 
in buffer at dilutions from 1:64 to 1:512, and dilutions from 1:2 to 1:16, respectively. Diluted 
samples were added to prepared slides, and complexes were incubated for 30 minutes at 37°C. 
After incubation, the slides were washed in buffer three times, and anti-human IgM and IgG 
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antibodies conjugated with fluorescein-5-isothiocyanate were added. The complexes were once 
more incubated, and washed, as before. Finally, the slides were examined under fluorescence 
microscopy. Serum IFA antibody titers ≥ 1:256 and CSF IFA antibody titers ≥ 1:16 were 
considered positive (89, 90, 93). 
 
Additionally, for patients with stored serum and CSF samples, borrelial IgM and IgG were 
determined by an indirect chemiluminescence immunoassay (LIAISON®, DiaSorin, Salugga, 
Italy). The solid phase of the test included magnetic particles coated with recombinant 
antigens (OspC and VlsE for IgM, and VlsE for IgG antibody detection), with which, during the 
first incubation, borrelial antibodies in serum or CSF samples bind. The unbound material is 
washed away. During the second incubation, mouse monoclonal antibodies conjugated to an 
isoluminol derivate react with solid phase, already bound IgM or IgG antibodies. Again, the 
unbound material is washed away. At the end, the starter reagent is added to produce a 
flash chemiluminescence reaction. Using a photomultiplier, the amount of isoluminol-
antibody conjugate is measured as relative light units (RLU) (93). The results for specific IgM 
and IgG antibodies are given as arbitrary units/ml (AU/ml) and interpreted according to the 
manufacturer’s instructions. A serum LIAISON antibody concentration of >22 AU/ml and 
>15 AU/ml for IgM and IgG, respectively, and a CSF LIAISON antibody concentration of >3.5 
AU/ml and > 5.5 AU/ml for IgM and IgG, respectively, were considered positive. 
 
4.5. Antibody index 
For patients who had positive specific borrelial IgM and/or IgG antibodies in CSF determined 
by IFA and/or LIAISON, the intrathecal synthesis of specific borrelial IgM and/or IgG 
antibodies were determined by calculating the antibody index (AI). For patients with 
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antibodies determined by IFA, AI was calculated using the formula in Figure 1. An AI of > 1.4 
was considered positive (92). For patients with antibodies determined by LIAISON, AI was 
calculated using an Excel formula provided by the manufacturer. That formula also includes 
serum and CSF albumin levels. An AI of > 1.4 was considered positive. 
 
Figure 1: Formula for calculation of AI. 
AI IgM (G) 𝐵. 𝑏𝑢𝑟𝑔𝑑𝑜𝑟𝑓𝑒𝑟𝑖 sensu lato =  
IgM(G) 𝐵. 𝑏𝑢𝑟𝑔𝑑𝑜𝑟𝑓𝑒𝑟i sensu lato (CSF) x IgM(G) (serum)
IgM(G) 𝐵. 𝑏𝑢𝑟𝑔𝑑𝑜𝑟𝑓𝑒𝑟𝑖 sensu lato (serum) x IgM(G) (CSF) 
 
AI - antibody index, Ig – immunoglobulins (M, G), CSF - cerebrospinal fluid 
 
 
4.6. Cultivation of Borrelia burgdorferi sensu lato 
Plasma and CSF samples were inoculated into a MKP medium (24, 94). They were examined 
weekly for the presence of spirochetes by dark-field microscopy for up to 9 or 12 weeks for 
CSF or blood samples, respectively.  
 
4.7. Identification of Borrelia burgdorferi sensu lato 
For species identification, the cultured spirochetes were centrifuged, washed in TN (Tris-
NaCl) buffer, and embedded in low melting point agarose. Plugs were incubated in lysis 
buffer at 37⁰C for 24 h and in digestion buffer at 50⁰C for 72 h. Later, they were washed in 
TE (Tris-EDTA) buffer and stored at +4⁰C, ready to be analyzed. One plug was digested using 
MluI restriction enzyme. Digested borrelial DNA was analyzed by pulsed-field gel 





Where identification of Borrelia strains was not possible by MluI-LRFP, due to insufficient 
growth in the culture, PCR was used. Two methods were performed. One method was PCR 
of the 5S-23S intergenic region, followed by MseI restriction and fragment identification 
according to typical MseI restriction fragment length patterns (MseI-RFLP) (95). The other 
method was real time PCR of hbb gene followed by Tm (melting temperature) 
determination. Gained Tm enabled us to identify particular Borrelia species (96). 
 
4.6. Inclusion criteria 
Patients who had LP performed, had B. burgdorferi sensu lato isolated from CSF, and had 
species of B. burgdorferi sensu lato identified by MluI-LRFP, were enrolled for the present 
study.  
 
4.7. Statistical analysis 
Patients were divided into groups according to the species of B. burgdorferi sensu lato 
identified by MluI-LRFP. The data were analyzed using IBM SPSS Statistics, version 21. The R 
programming language was utilized to implement machine-learning procedures. 
 
First, numerical data were summarized as medians (interquartile range, IQR), and categorical 
data as frequencies (%). 95% confidence intervals (CIs) for percentages were based on exact 
binomial distributions. Differences in the continuous variables were tested by t-test, Welch 
t-test or Mann-Whitney U test, as appropriate. Differences in the categorical data were 
analyzed using chi-square test or Fisher exact test. The normality assumption and 
assumption of homoscedasticity (e.g., equal variances) were tested using the Shapiro-Wilk 
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test and Bartlett test, respectively. Holm's method was used to adjust p values to control the 
Type I error. A Holm’s adjusted p value (padj) of < 0.05 was considered statistically significant. 
 
Second, statistical learning techniques were performed to classify and assess the 
performance of classification between B. garinii and B. afzelii samples. In the original data 
set of chosen variables for this statistical analysis, variables with a missing rate of > 50% 
were removed. Other missing values for remaining variables were imputed using median 
value for numerical variables and mode value for categorical variables. Numerical variables 
were standardized before further processing. The imbalance between classes (42 B. afzelii 
and 71 B. garinii samples) may seriously impact the performance of machine learning 
methods (97), hence, the SMOTE procedure was used – a technique which combines over-
sampling and under-sampling to balance classes in a data set (98). In our study, five 
machine-learning classifiers were applied and evaluated. Namely, k-nearest neighbors (kNN), 
classification tree (CT), random forest (RF), gradient boosting machine (GBM), and extreme 
gradient boosting (XGBoost) (99).  
 
To assess the performance of the learning classifier, such as sensitivity (proportion of 
B. afzelii samples correctly identified) and specificity (proportion of B. garinii samples 
correctly identified), standard metrics per class were used. Global accuracy (average of total 
samples correctly identified among the total number of samples examined) and area under 
the ROC curve (AUROC) were also reported. The AUROC of the perfect model can reach 1, 




In addition to the performance evaluation of machine-learning classifiers, relative 
importance of chosen variables that contribute to statistical learning were examined. The 
machine-learning classifier with the best performance was selected as a baseline, as it 
provides the best indication of which chosen variables are most important in the 
classification process. For each chosen variable, the importance was computed using a 




In the study period of 17 years, there were 153 consecutive children younger than 15 years 
with clinical presentations suggestive of LNB, or with confirmed LB (multiple EM), who had 
B. burgdorferi sensu lato isolated from CSF. 
 
5.1. Etiology 
In 40/153 (26.1%) patients, the borreliae did not grow well enough to enable species 
identification by MluI-LRFP. In 15/40 (37.5%) of these patients, PCR was positive for B. afzelii, 
in 10/40 (25.0%) patients, PCR was positive for B. garinii, and in 5/40 (12.5%) of patients, 
PCR was positive for both B. afzelii and B. garinii. In 10/40 (25.0%) the identification of 
B. burgdorferi sensu lato species was impossible, even by PCR. These 40 patients were 
excluded from further analysis. 
 
In the remaining 113/153 (73.9%) patients, the species of B. burgdorferi sensu lato was 
identified by MluI-LRFP. 71/113 (62.8%) isolates were identified as B. garinii (subtypes 
BgMlg2 - 67, BgMlg4 - 4), and 42/113 (37.2%) as B. afzelii (subtype BaMla1 - 42). These 113 




5.2. Demographic and epidemiologic features 
Demographic and epidemiologic features and some clinical characteristics of children with 
LNB are shown in Table 1. Regarding the gender and age of the patients, as well as the 
duration of the first sign/symptom before admission, the two etiologic groups were 
comparable. There were 18/113 (15.9%) patients that had previous LB in the last 120 days 
prior to the current disease.   
 
Table 1: Demographic features of children with Lyme neuroborreliosis caused by B. garinii 
and B. afzelii. 
 B. garinii B. afzelii p padj 
No. of patients 71 42   
Gender1     
Female 28 (39.4) 18 (42.9) 0.843 > 0.999 
Age  
Median (years) (IQR)  
6.5 (4.9-8.9) 4.8 (3.5-9.5) 0.186 > 0.999 
Female 5.9 (4.6-7.7) 4.3 (3.7-5.5) 0.051 0.663 
Male 6.8 (5.4-10.4) 7.1 (3.3-10.9) 0.902 > 0.999 
Tick bite in the last 90 
days1 
35 (49.3) 13 (30.9) 0.076 0.912 
Site of the bite1   0.930 > 0.999 
Trunk 10 (28.6) 4 (30.8) 0.566 > 0.999 
Head or neck 5 (14.3) 3 (23.1) > 0.999 > 0.999 
Extremities 4 (11.4) 1 (7.7) 0.649 > 0.999 
Unknown 16 (45.7) 5 (38.5) 0.213 > 0.999 
Days from a bite to first 
symptoms  
Median (IQR) (days) 





4.0 (2.0-6.0) 4.0 (1.0-10.8) 0.689 > 0.999 
Previous LB1 11 (15.5) 7 (16.7) > 0.999 > 0.999 
Solitary erythema migrans 11  6    
Multiple erythema migrans 0  1    
1Number of patients (%), IQR - interquartile range, LB - Lyme borreliosis, padj - Holm's 





Most cases of LNB occurred between May and August (78/113, 69.0%) compared to the 
period from September to April (35/113, 31.0%, p=0.012) (Figure 2). The difference 
regarding the monthly distribution of patients between the groups of LNB caused by 
B. garinii and B. afzelii was not statistically significant (p=0.278). On average, there was one 
isolation of B. burgdorferi sensu lato from CSF every five to six weeks, and there were 1-12, 
and 0-5 patients yearly with B. garinii and B. afzelii isolated from CSF, respectively. 
 
Figure 2: Number of children with Lyme neuroborreliosis caused by B. garinii (71 patients) 




















5.3. Signs and symptoms of Lyme neuroborreliosis 
 
5.3.1. The first signs/symptoms  
The first signs/symptoms of disease noticed by patients/parents in children with LNB are 
shown in Table 2. The two groups differ regarding the first signs/symptoms noticed (padj= 
0.005). Symptoms of meningitis were more common in the B. garinii group, while EM and 
“other” first signs/symptoms were more frequent in the B. afzelii group. In the 
heterogeneous group of “other first signs/symptoms” were one patient with only fever, one 
with bilateral lymphocytoma, one with arthralgia, and one patient with eating disorder. 
 
Table 2: The first sign/symptom of disease noticed by patients/parents in children with Lyme 
neuroborreliosis caused by B. garinii and B. afzelii. 
 
 B. garinii B. afzelii p  
 
padj 
No. of patients 71 42   
The first sign/symptom noticed1    0.001 0.005 
Symptoms of meningitis 41 (57.7) 12 (28.6) 0.003 0.012 
Erythema migrans 15 (21.1) 19 (45.2) 0.007 0.021 
Peripheral facial palsy 15 (21.1) 7 (16.7) 0.563 0.563 
Other 0 (0) 4 (9.5) 0.017 0.034 
1Number of patients (%), padj - Holm's adjusted p value 
 
 
5.3.2. Associated symptoms  
Altogether, at initial examination, 87/113 (76.9%) patients reported associated symptoms in 
the period from disease onset up to admission. 71/113 (62.8%) patients reported headache 
and 39/113 (34.5%) reported fever (Table 3). There were no statistically significant 
differences between patients with LNB caused by B. garinii and those in whom B. afzelii was 
isolated from CSF (Table 3). 
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Table 3: Associated symptoms in the period from disease onset up to admission in children 
with Lyme neuroborreliosis caused by B. garinii and B. afzelii. 
 B. garinii B. afzelii p padj 
No. of patients 71 42   
Symptoms1 61 (85.9) 26 (61.9) 0.003 0.078 
No. of symptoms/patient 
Median (IQR) 
3 (2.0-4.0) 2 (0.0-3.8) 0.032 0.704 
Number of events (%)     
Headache 51 (71.8) 20 (47.6) 0.010 0.250 
Fever 25 (35.2) 14 (33.3) 0.839 > 0.999 
Fatigue 23 (32.4) 9 (21.4) 0.211 > 0.999 
Neck pain 17 (23.9) 3 (7.1) 0.024 0.552 
Skeletal pain 15 (21.1) 2 (4.8) 0.019 0.456 
Vomiting 14 (19.7) 10 (23.8) 0.607 > 0.999 
Photophobia 10 (14.1) 4 (9.5) 0.477 > 0.999 
Anorexia 8 (11.3) 6 (14.3) 0.638 > 0.999 
Malaise 7 (9.9) 5 (11.9) 0.759 > 0.999 
Nausea 7 (9.9) 5 (11.9) 0.759 > 0.999 
Abdominal pain 7 (9.9) 1 (2.4) 0.254 > 0.999 
Arthralgia 4 (5.6) 2 (4.8) > 0.999 > 0.999 
Irritability 3 (4.2) 2 (4.8) > 0.999 > 0.999 
Sore throat 3 (4.2) 1 (2.4) > 0.999 > 0.999 
Otalgia 3 (4.2) 1 (2.4) > 0.999 > 0.999 
Myalgia 3 (4.2) 0 (0.0) 0.293 > 0.999 
Diarrhea 2 (2.8) 1 (2.4) > 0.999 > 0.999 
Diplopia 2 (2.8) 0 (0.0) 0.529 > 0.999 
Drowsiness 1 (1.4) 4 (9.5) 0.063 > 0.999 
Behavioral changes 1 (1.4) 2 (4.8) 0.554 > 0.999 
Chest pain  1 (1.4) 0 (0.0) > 0.999 > 0.999 
Dizziness 1 (1.4) 0 (0.0) > 0.999 > 0.999 
Micropsia 1 (1.4) 0 (0.0) > 0.999 > 0.999 
Hallucinations 0 (0.0) 1 (2.4) 0.372 > 0.999 








5.3.3. Clinical signs  
Regarding the clinical signs at the initial examination, positive meningeal signs were more 
often found in children infected with B. garinii, while multiple EM was significantly more 
common in children infected with B. afzelii (Table 4). One patient infected with B. afzelii had 
bilateral lymphocytoma. 
 
Table 4: Clinical findings at initial examination of children with Lyme neuroborreliosis caused 
by B. garinii and B. afzelii. 
 B. garinii B. afzelii p padj 
No. of patients 71 42   
Abnormal clinical findings1     
Positive meningeal signs 49 (69.0) 16 (38.1) 0.001 0.019 
Peripheral facial palsy 26 (36.6) 8 (19.0) 0.049 0.833 
Temperature ≥380C 20 (28.2) 9 (21.4) 0.428 > 0.999 
Multiple erythema migrans 13 (18.3) 19 (45.2) 0.002 0.036 
Erythematous throat 12 (16.9) 3 (7.1) 0.140 > 0.999 
Lymphadenopathy 9 (12.7) 2 (4.8) 0.207 > 0.999 
Solitary erythema migrans 9 (12.7) 2 (4.8) 0.207 > 0.999 
Tremor 8 (11.3) 1 (2.4) 0.150 > 0.999 
Conjunctivitis 7 (9.9) 5 (11.9) 0.759 > 0.999 
Systolic murmur 3 (4.3) 4 (9.5) 0.421 > 0.999 
Otitis 3 (4.2) 1 (2.4) > 0.999 > 0.999 
Painful muscles on palpation 2 (2.8) 0 (0.0) 0.529 > 0.999 
Hepatomegaly  1 (1.4) 1 (2.4) > 0.999 > 0.999 
Abdominal pain on palpation 1 (1.4) 0 (0.0) > 0.999 > 0.999 
Voiding disturbances 1 (1.4) 0 (0.0) > 0.999 > 0.999 
Lymphocytoma 0 (0.0) 1 (2.4) 0.372 > 0.999 
Dehydration 0 (0.0) 1 (2.4) 0.372 > 0.999 
Splenomegaly 0 (0.0) 1 (2.4) 0.372 > 0.999 
Coxitis 0 (0.0) 1 (2.4) 0.372 > 0.999 







5.4. Laboratory evaluation 
 
5.4.1. Laboratory evaluation of blood 
Laboratory blood findings upon admission are shown in Table 5. In both groups, there were 
only a few patients with abnormal findings and no pattern of abnormal findings (e.g. 
cytopenia) can be described. There were no statistically significant differences between 





Table 5: Laboratory blood findings upon admission in children with Lyme neuroborreliosis 
caused by B. garinii and B. afzelii. 
 B. garinii B. afzelii p  padj 
No. of patients 71 42   
Erythrocyte sedimentation rate 
Median (IQR) (mm/h) 
12 (9) 11 (16) 0.680 >0.999 
High erythrocyte sedimentation rate1 
(> 20 mm/h) 
7/47 (14.9) 5/18 (27.8) 0.288 >0.999 
C-reactive protein  
Median (IQR) (mg/l)* 
12.0 (5.0) 24.0 (25.0) 0.036 0.612 
High C-reactive protein1 
(> 8 mg/l) 
5/69 (7.2) 9/41 (21.9) 0.025 0.504 
White blood cell count  
Median (IQR) (×109/l) 
7.9 (3.7) 8.9 (5.4) 0.140 >0.999 
High white blood cell count1,2 1/71 (1.4) 2/41 (4.9) 0.553 >0.999 
Low white blood cell count1,2 4/71 (5.6) 1/41 (2.4) 0.651 >0.999 
Platelet count  
Median (IQR) (×109/l) 
331 (108) 369 (119) 0.699 >0.999 
Low platelet count1,2  0/71 (0) 0/41 (0) / / 
Bilirubin total  
Median (IQR) (µmol/l) 
8 (6) 7 (5) 0.593 >0.999 
High bilirubin total1  5/55 (9.1) 5/34 (14.7) 0.504 >0.999 
Bilirubin conjugated  









High bilirubin conjugated1 6/71 (8.5) 10/42 (23.8) 0.024 0.504 
High liver enzymes1,2  
(AST and/or ALT and/or ɣ-GT) 
9/60 (15) 7/37 (18.9) 0.613 >0.999 
Serum proteins 
Median (IQR) (g/l) 
79.0 (7.0) 75.5 (7.0) 0.026 0.504 
High serum proteins1,2 9/24 (37.5) 1/14 (7.1) 0.059 0.885 
Serum albumin 
Median (IQR) (g/l) 
47.0 (7.0) 47.0 (7.0) 0.413 >0.999 
High serum albumin1,2 7/67 (10.4) 8/39 (20.5) 0.152 >0.999 
Serum IgG 
Median (IQR) (g/l) 
11.10 (4.10) 10.10 (3.40) 0.049 0.784 
High serum IgG1,2 8/67 (11.9) 2/39 (5.1) 0.318 >0.999 
Serum IgM 
Median (IQR) (g/l) 
1.12 (0.53) 0.99 (0.71) 0.192 >0.999 
High serum IgM1,2 3/50 (6.0) 1/35 (2.9) 0.640 >0.999 
1Number of abnormal findings/number of examined patients (%), 2according to patient’s 
age, * - calculated to positive values, AST – aspartate aminotransferase, ALT – alanine 
aminotransferase, ɣ-GT – gamma-glutamyl transpeptidase, IQR – interquartile range, Ig - 




5.4.2. Laboratory evaluation of CSF 
CSF findings in children with B. garinii and B. afzelii isolated from CSF are shown in Table 6. 
One patient from the B. garinii and one patient from the B. afzelii group had CSF red blood 
cells > 700 x 106 cells/l and were excluded from these findings. Laboratory data on CSF 
findings were not available for one patient from the B. afzelii group. 
 
Children infected with B. garinii had more frequent lymphocytic predominance and elevated 
QAlb compared to children infected with B. afzelii.  
 
Furthermore, pleocytosis was present in 96/110 (87.3%) patients. 91/110 (82.7%) patients 
had lymphocytic predominance, while 5/110 (4.5%) patients had neutrophil predominance 
with median CSF white blood cell count 373 x 106 cells/l (IQR 268-374 x 106 cells/l) and 
median CSF neutrophil count 203 x 106 cells/l (IQR 187-304 x 106 cells/l). Additionally, 2/110 
(1.8%) patients had pleocytosis >1000 x 106 cells/l and both of them had lymphocytic 
predominance. Notice that 14/110 (12.7%) patients had no pleocytosis. 
 
Total IgM intrathecal production was detected in 40/63 (63.5%) patients, followed by IgA in 






Table 6: Cerebrospinal fluid findings in children with Lyme neuroborreliosis caused by 
B. garinii and B. afzelii. 
 B. garinii B. afzelii p padj 
No. of patients 70 40   
White blood cell count 
Median (IQR) (×106 cells/l) 
253.5 (81.5-350.8) 93.5 (5.0-292.8) 0.017 0.255 
Pleocytosis1 
(≥5 ×106 cells/l) 
66/70 (94.3) 30/40 (75.0) 0.004 0.068 
Lymphocytes 
Median (IQR) (×106 cells/l) 
218.5 (68.0-291.8) 56.0 (2.0-225.5) 0.004 0.068 
Lymphocytic 
predominance1 
65/70 (92.9) 26/40 (65.0) 0.001 0.008 
Glucose concentration 
Median (IQR) (mmol/l) 
2.80 (2.50-3.00) 2.95 (2.70-3.23) 0.048 0.432 
Decreased glucose 
concentration1 
(<½ blood glucose) 
29/67 (43.3) 15/40 (37.5) 0.556 > 0.999 
Total protein level 
Median (IQR) (g/l) 
0.46 (0.35-0.62) 0.30 (0.23-0.59) 0.025 0.300 
 
Elevated total protein 
level1 
(≥0,45 g/l) 
35/70 (50.0) 15/40 (37.5) 0.205 > 0.999 
Albumin level 
Median (IQR) (mg/l) 
276.0 (213.0-394.0) 183.0 (126.25-371.0) 0.018 0.255 
Elevated albumin level1 
(≥300 mg/l) 
31/65 (47.7) 12/37 (32.4) 0.133 0.896 
Total IgG level 
Median (IQR) (mg/l) 
37.5 (21.9-56.4) 20.2 (12.1-49.0) 0.022 0.286 
Elevated total IgG level1 
(≥40 mg/l) 
31/67 (46.3) 11/37 (29.7) 0.100 0.800 
Total IgM level 
Median (IQR) (mg/l) 
2.9 (1.5-8.0) 1.9 (0.5-6.8) 0.314 > 0.999 
Elevated total IgM level1 
(≥0,7 mg/l) 
42/49 (85.7) 18/32 (56.3) 0.003 0.054 
QAlb 
Median (IQR) (×10-3) 
5.64 (4.21-8.29) 3.98 (2.62-7.45) 0.027 0.300 
Elevated QAlb1,2 50/62 (80.6) 18/36 (50.0) 0.002 0.038 
QIgG 
Median (IQR) (×10-3) 
3.53 (2.31-5.17) 1.93 (1.32-4.49) 0.039 0.390 
Elevated QIgG1,2 2/37 (5.4) 4/27 (14.8) 0.231 > 0.999 
QIgM 
Median (IQR) (×10-3) 
2.08 (0.99-7.42) 1,00 (0.19-4.97) 0.128 0.896 
Elevated QIgM1,2 24/36 (66.7) 16/27 (59.3) 0.546 > 0.999 
1Number of abnormal findings/number of examined patients (%), 2according to patient’s 
age, Ig - immunoglobulins, QAlb (IgG, IgM)- CSF/serum albumin (IgG, IgM) quotient, IgGIF (A, M) – 
fraction of intrathecally produced unspecific immunoglobulins G (A, M), IQR- interquartile 
range, padj – Holm's adjusted p value 
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Table 6: Continued. Cerebrospinal fluid findings in children with Lyme neuroborreliosis 
caused by B. garinii and B. afzelii. 
 B. garinii B. afzelii p padj 
No. of patients 70 40   
IgGIF 
Median (IQR) (%) 
0.0 (0.0-0.0) 0.0 (0.0-0.0) 0.090 0.540 
Positive IgGIF1 
(>10%) 
1/37 (2.7) 3/27 (11.1) 0.302 >0.999 
IgAIF  
Median (IQR) (%) 
0.0 (0.0-14.8) 0.0 (0.0-3.5)  0.408 >0.999 
Positive IgAIF1 
(>10%) 
10/36 (27.8) 6/27 (22.2) 0.772 >0.999 
IgMIF  
Median (IQR) (%) 
44.4 (0.0-64.1) 37.0 (0.0-63.3) 0.408 >0.999 
Positive IgMIF1 
(>10%) 
24/36 (66.7) 16/27 (59.3) 0.603 >0.999 
1Number of abnormal findings/number of examined patients (%), 2according to patient’s 
age, Ig - immunoglobulins, QAlb (IgG, IgM)- CSF/serum albumin (IgG, IgM) quotient, IgGIF (A, M) – 
fraction of intrathecally produced unspecific immunoglobulins G (A, M), IQR- interquartile 





5.5. Microbiological evaluation 
 
5.5.1. Isolation of Borrelia burgdorferi sensu lato from blood 
Upon admission, in 2/41 (4.9%) patients from the B. afzelii group, B. afzelii was isolated from 
blood. Both patients had multiple erythema migrans. In the B. garinii group, there weren’t 
any positive blood cultures (0/65, 0.0%). The difference in proportion of patients with 
positive blood cultures between the two groups of patients was not statistically significant 
(p=0.147). 
 
5.5.2. Determination of borrelial antibodies 
The results of determination of specific borrelial antibodies in acute phase serum and CSF 
and the results of therefrom calculated AI are shown in Table 7. Specific borrelial antibodies 
in acute phase serum and CSF were detected in up to 12.5% and up to 77.8% of patients by 
IFA and LIAISON, respectively. Antibody index was positive in up to 10.0% and up to 71.4% of 
patients when calculated using IFA and LIAISON results, respectively. There was no 
statistically significant difference between these results for the patients infected with 
B. garinii compared to patients infected with B. afzelii.  
 
Comparing the proportions of patients with positive results for all these categories, 
regardless of the etiologic group, when IFA or LIAISON was used for determination of specific 
borrelial antibodies, the difference was statistically significant (padj<0.001), with LIASION 





Of the 14/110 (12.7%) patients from both groups with no CSF pleocytosis, 9 patients had 
multiple EM, 2 had PFP, 1 had symptoms/signs of meningitis, 1 had bilateral lymphocytoma, 
and 1 had only fever. No patient/13 (0.0%) had IgM and one patient/13 (7.7%) from the 
B. afzelii group with multiple EM had IgG antibodies to B. burgdorferi sensu lato in the acute 
phase serum, as determined by IFA. None/14 (0.0%) patients had IgM or IgG antibodies to 
B. burgdorferi sensu lato present in CSF, as determined by IFA. LIAISON was not used for the 










Table 7: Borrelial IgM and IgG in acute phase serum and CSF, and IgM and IgG antibody 
index in children with Lyme neuroborreliosis caused by B. garinii and B. afzelii. 
 
B. garinii B. afzelii p padj 
No. of patients 70 40    
Positive IgM antibodies to B. burgdorferi 
sensu lato in serum 
    
IFA1 0/68 (0.0) 1/39 (2.6) 0.365 >0.999 
LIAISON1 5/20 (25.0) 7/13 (53.8) 0.142 >0.999 
Positive IgG antibodies to B. burgdorferi 
sensu lato in serum 
    
IFA1 7/68 (10.3) 2/39 (5.1) 0.482 >0.999 
LIAISON1 10/20 (50.0) 7/13 (53.8) 1.000 >0.999 
Positive IgM antibodies to B. burgdorferi 
sensu lato in CSF 
    
IFA1 0/69 (0.0) 1/40 (2.5) 0.375 >0.999 
LIAISON1 14/18 (77.8) 5/10 (50.0) 0.210 >0.999 
Positive IgG antibodies to B. burgdorferi 
sensu lato in CSF 
    
IFA1 1/69 (1.4) 5/40 (12.5) 0.027 0.486 
LIAISON1 12/18 (66.7) 5/10 (50.0) 0.444 >0.999 
Elevated IgM B. burgdorferi sensu lato 
antibody index 
(normal ≤1.4) 
    
IFA1 0/68 (0.0) 1/40 (2.5) 0.370 >0.999 
LIAISON1 10/14 (71.4) 5/10 (50.0) 0.403 >0.999 
Elevated IgG B. burgdorferi sensu lato 
antibody index 
(normal ≤ 1.4) 
    
IFA1 1/69 (1.5) 3/39 (7.7) 0.133 0.798 
LIAISON1 11/16 (68.8) 5/10 (50.0) 0.425 >0.999 
1Number of abnormal findings/number of examined patients (%), Ig – immunoglobulins, IFA 
– immunofluorescent assay, LIAISON - indirect chemiluminescence immunoassay, padj – 







5.6. Classification performance analysis 
The results of classification performance obtained by five different machine-learning 
classifiers are summarized in Table 9. Among them, the random RF classifier achieved the 
best score across all performance measures and CT exhibited the worst performance. 
 
Table 9: Classification performances obtained by five machine-learning classifiers to classify 
between B. garinii and B. afzelii samples. 
Machine learning classifier Accuracy Sensitivity Specificity AUCROC 
kNN (SD) 0.64 (0.03) 0.52 (0.05) 0.70 (0.02) 0.61 (0.02) 
CT (SD) (worst performance) 0.59 (0.04) 0.45 (0.05) 0.68 (0.03) 0.58 (0.06) 
RF (SD) (best performance) 0.67 (0.03) 0.56 (0.03) 0.74 (0.02) 0.72 (0.03) 
GBM (SD) 0.67 (0.03) 0.56 (0.03) 0.74 (0.03) 0.69 (0.03) 
XGBoost (SD) 0.66 (0.03) 0.54 (0.03) 0.75 (0.03) 0.70 (0.03) 
Mean performance 0.65 0.53 0.72 0.66 
kNN - k-nearest neighbors, CT - classification tree, RF - random forest, GBM - gradient 
boosting machine, XGBoost - extreme gradient boosting, SD - standard deviation 
 
In addition to performance evaluation, the relative importance of chosen variables that 
contribute to statistical learning were examined. The RF model had the best performance 
and was selected as a baseline. The variable for classification between B. garinii and B. afzelii 
with the highest relative importance score was CSF lymphocyte concentration, followed by 
CSF albumin level, and CSF white blood cell count. Positive IFA IgG antibodies to 





Table 10: Relative importance score of classification for the chosen variables to classify 
between B. garinii and B. afzelii samples. 
Chosen variables Relative importance score 
CSF lymphocyte concentration 100.00 
CSF albumin level 91.93 
CSF white blood cell count 75.01 
Duration of signs/symptoms before admission 72.98 
CSF total protein level 71.93 
Age 69.15 
Signs of meningitis as the first sign/symptom noticed 23.53 
Positive IFA IgG antibodies to B. burgdorferi sensu lato in CSF 20.50 
Erythema migrans as the first sign/symptom noticed 19.12 
Associated symptom 17.58 
Pleocytosis 14.65 
Gender - male 7.33 
Peripheral facial palsy as the first sign/symptom noticed 6.82 
Positive IFA IgG antibodies to B. burgdorferi sensu lato in serum 0.00 







LNB develops when the borreliae reach the CNS during the process of dissemination (1, 47). 
The clinical picture of LNB in children differs from that in adults (1, 45, 48, 56). Furthermore, 
the data on the etiology of LNB in children and on the influence of B. burgdorferi sensu lato 
species on clinical presentation in the literature is scarce (14, 54, 55). We were able to carry 
out this study because LB in Slovenia is endemic (4) and because we have a research-
oriented management of patients with LB at our medical center. For this reason, the current 
study was designed (I) to identify the species of borreliae that cause LNB in children in 
Slovenia and (II) to determine the influence of B. burgdorferi sensu lato species isolated from 
CSF on demographic, clinical, and laboratory findings.   
 
In previous years, at the same medical center, prospective studies have been conducted in 
children with signs and symptoms suggestive of LB in which the isolation rate of 
B. burgdorferi sensu lato from CSF has been established. B. burgdorferi sensu lato species 
was also determined in some of these studies. Lyme meningitis was diagnosed in 41/122 
(34%) of children treated in hospital due to serous meningitis, while 15/122 (12.3%) had 
B. burgdorferi sensu lato present in CSF (100). In 29/52 (56%) of Slovenian children with 
acute PFP, LB was established. In 7/51 (13.7%) of these patients, B. burgdorferi sensu lato 
was isolated from CSF and B. garinii was the only identified species (7/7) (54). Furthermore, 
55/214 (25.7%) children with multiple EM had pleocytosis and 8/199 (4%) of them had 
B. burgdorferi sensu lato present in CSF. In these patients, B. afzelii (BaMla1) and B. garinii 
(BgMlg2) were determined in 5/8 and in 1/8 patients, respectively, while in 2/8 patients, 
borreliae were undetermined (55). Tick-borne illness was diagnosed in 28/53 (53%) of 
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children with febrile illness after a tick bite, and 13/53 (24.5%) of these had LB. Furthermore, 
4/53 (7.6%) of these patients had B. burgdorferi sensu lato isolated from CSF (88). 
 
Within the period of 17 years of the present study, in 153 children, B. burgdorferi sensu lato 
was isolated from CSF. In 40/153 (26.1%) of patients, the borreliae did not grow well enough 
to enable species identification by MluI-LRFP. In these patients, PCR was used for 
identification. Since the identification of isolates using the PCR method can yield false-
positive results due to accidental contamination (101), we deliberately excluded these 
patients from further analysis.  
 
The remaining 113/153 (73.9%) patients who had B. burgdorferi sensu lato species identified 
by MluI-LRFP were included in further analysis. In 71/113 children (62.8%) B. garinii (Mlg2 - 
67, Mlg4 - 4), and in 42/113 (37.2%) B. afzelii (Mla1) were isolated from CSF. Since these 
were all consecutive patients treated in the one and only regional hospital, it can be 
deduced that in this area, LNB in children is most frequently caused by B. garinii, followed by 
B. afzelii.  
 
B. garinii caused LNB in our set of patients more often than B. afzelii, which raises questions 
about the culturing of borreliae. The cultivation rate of borreliae from CSF is 10-30% (101–
103) and it is not clear whether sensitivity of culture for different species of borreliae is the 
same (101). Additionally, once the patient’s specimen reaches the laboratory, contamination 
is possible (101). However, B. burgdorferi sensu lato culture from the patient’s material is 
still the gold standard for specificity in the laboratory diagnosis of LB (86). The isolation of 
borreliae from CSF and species identification for the present study, as in the previous studies 
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in our medical center, was performed at a well-established specialized and research-
oriented laboratory (21, 52, 104, 105). Moreover, there was only one positive CSF culture in 
children every five to six weeks on average during the study period. We did not observe any 
cluster cases with the same isolation and seasonality was well observed during the annual 
distribution of cases. For this reason, while contamination of these specimens is possible, we 
believe it to be very unlikely.    
 
Our results support the findings of Strle et al. at the same medical center, which looked at 
consecutive adult patients with LNB, where B. garinii was isolated in 23/36 (63.9%, Mlg2 - 
14, Mlg3 - 4, Mlg4 - 4, Mlg7 - 1), B. afzelii in 10/36 (27.8%, Mla1) and B. burgdorferi in 3/36 
(8.3%) CSF specimens (52). One difference is that the B. garinii subtypes in our group were 
less heterogeneous and the subtypes Mlg3 and Mlg7 were not isolated. Our results also 
support the findings of other studies performed at the same medical center, in which 
B. garinii was isolated from CSF as a cause of LNB more often than B. afzelii (24, 53, 104), 
and two European studies in which the most frequently detected borreliae in CSF by PCR 
was B. garinii (14, 17). In our series, B. burgdorferi was not isolated from CSF in any of the 
patients. B. burgdorferi was isolated from CSF in the above-mentioned study by Strle et al. 
(52) and detected in other European studies as well (15, 17, 21). 
 
Most cases of LNB in children in our study occurred from May to August and fewer from 
September to April. This supports the findings of other European studies (54, 58, 59, 106–
108) and North American studies (109). Our patients reported tick bites with similar 
frequency (42.5%) as patients in other European studies (35-77%) (58, 59, 106–108, 110), 
but more often than in North American studies (10-25%) (57, 109). There was no 
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predilection as to the site of the tick bite. This does not corroborate the findings of the 
Swedish study by Södermark et al., in which in 72% of children with LNB, the location of the 
bite was in the head and neck area, in 24%, it was below the neck, and in 4%, it was in both 
regions (108). Regarding tick bite location, we could not differentiate patients with LNB 
caused by B. garinii from patients with LNB caused by B. afzelii.  
 
The median duration of the first signs/symptoms of disease upon admission of our patients 
was 4 days, which is shorter than reported in other European studies (median 7-14 days) 
(107, 108, 111). In these studies, a positive B. burgdorferi sensu lato CSF culture was not one 
of the inclusion criteria. The difference in the median duration of the first signs/symptoms of 
the disease can thus be explained by the fact that we only included patients with positive 
CSF culture, and by more successful isolations from patients with early disease (EM or early 
LNB) (101). To a lesser extent, the relatively short duration of the first sign/symptom in our 
series could be due to strong awareness of the disease or good availability of pediatric 
infectious diseases specialists in our country. 
 
The clinical picture of LNB in children in Europe and North America has already been well 
documented. In Europe, where the main causes of LB are B. garinii, B. afzelii, and 
B. burgdorferi (1, 2, 14–26), 59-71% of children with LNB have PFP, 50-69% headache, 29-
46% neck pain/stiffness, 19-46% fever, 39-86% fatigue, 26-52% malaise, 18-60% loss of 
appetite, 13% EM, 18% lymphocytoma, 23% gastrointestinal symptoms, 18% weight loss, 
14% arthralgia, 11% back pain or pain in extremities, 9% sensory disturbances, and 6-12% 
behavioral changes (107, 108, 110–112). In North America, where LB is caused almost 
exclusively by B. burgdorferi (1, 2), as well as in Europe, the most common neurologic 
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manifestations in children with LB are meningitis and PFP; radiculopathy is infrequent (1, 45, 
48, 113). In North America, Lyme meningitis in children is accompanied by positive 
meningeal signs in 71%, gastrointestinal symptoms in 58%, history of fever in 41% and 
arthralgia in 30% (109, 114). Over 80% of children with PFP due to LB in North America have 
systemic symptoms (115). However, our group of patients is a rather select one and we have 
not performed any comparison of our results with all cases of LNB in children. As such, our 
results do not describe a clinical picture of LNB in children in general. For this reason, these 
results cannot be compared to those of the above-mentioned studies.  
 
Our results do offer a comparison of the clinical picture of LNB in children caused by 
B. garinii to the one caused by B. afzelii. Comparisons of this kind have been very scarce in 
the literature (14). These are the most important results of the present study. We discovered 
that the two etiologic groups differ in the first perceived sign/symptom of the disease 
(padj=0.005). Patients with B. garinii isolated from CSF noticed symptoms of meningitis 
(57.7% vs. 28.6%, padj=0.012), and patients with B. afzelii noticed erythema migrans (45.2% 
vs. 21.1%, padj=0.021), more frequently as the first sign/symptom. A group of “other first 
signs/symptoms”, which include fever only, bilateral lymphocytoma, arthralgia, and eating 
disorder, was more frequent in patients infected with B. afzelii (9.5% vs. 0.0%, padj=0.034). 
However, in our study, upon admission, patients infected with B. garinii did not report 
symptoms suggestive of CNS involvement (headache, neck pain, vomiting, nausea, 
irritability, drowsiness, behavioral changes, dizziness, visual symptoms) or any other 
symptoms more often than patients infected with B. afzelii. During the clinical examination 
of patients infected with B. garinii, except for positive meningeal signs (69.0% vs. 38.1%, 
padj=0.019), other clinical signs suggestive of CNS involvement (PFP, tremor, voiding 
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disturbances) were not more frequent. Patients infected with B. afzelii had more frequent 
multiple EM (45.2% vs. 18.3%, padj=0.036). This is in concordance with the difference 
between the two groups regarding the first signs/symptoms of the disease. In our series, 
none of the patients had Bannwarth syndrome. Thus, our results show that the signs and 
symptoms of LNB in children caused by B. garinii are not more suggestive of CNS 
involvement. These are the major findings of our study, which represent very novel results.  
 
These results, regarding signs and symptoms of children with LNB, do not support the 
findings of Strle et al., which found that in cases of early LNB in adult patients, B. garinii 
causes more typical disease (Bannwarth syndrome) and LNB caused by B. afzelii is less 
specific (52). This difference, when compared to our results, could be explained by the fact 
that our study included only children and LNB in children differs from disease presentation in 
adults (110, 116). However, our findings do support the very recent findings of Barstad et al. 
who found that children with LNB caused by B. garinii did not have a distinct clinical picture 
(14).  
 
In children with LNB, the European and North American studies report median pleocytosis of 
129-378 x 106 cells/l (108, 110, 111) and 62 x 106 cells/l (109), and of mononuclear 
predominance with median values of 97-98% (106, 108) and 91-96% (109, 117, 118), 
respectively. European authors report elevated CSF albumin (median 293 mg/l) (108) and 
elevated CSF protein values (median 45-54 mg/dl) (58, 106) in 66.6% (58) of children with 
LNB. Our results support these findings. Additionally, our CSF laboratory results show more 
frequent lymphocytic predominance (92.9% vs. 65.0%, padj=0.008) and more frequent 
dysfunction of blood brain barrier (elevated QAlb 80.6% vs. 50.0%, padj=0.038) in children with 
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LNB caused by B. garinii compared to LNB caused by B. afzelii. Patients with B. garinii 
infection had a median CSF white blood cell count higher than patients with B. afzelii 
infection (253.5x106 cells/l vs. 93.5x106 cells/l, padj=0.323), but the difference was not 
statistically significant. Similarly, in adult patients, Strle et al. found that patients with 
B. garinii isolated from CSF had significantly higher median CSF white blood cell values, more 
frequent lymphocytic predominance, and more frequently elevated CSF protein 
concentrations (52). Therefore, our results support their findings, with the only difference 
being that the difference between the children infected with B. garinii and children infected 
with B. afzelii is less pronounced. This could be due to the same median duration of 
symptoms before LP in our two groups of patients (4 days). In the study of Strle et al. this 
period for patients infected with B. afzelii was 7.5 months and for patients infected with 
B. garinii, 19 days, but the difference was not statistically significant (52). Thus, inflammation 
seems to be less pronounced in both children and adults with B. afzelii compared to patients 
with B. garinii isolated from CSF.  
 
The value of our results is also in the description of immunological response in children with 
B. burgdorferi sensu lato isolated from CSF, even though there was no statistically significant 
difference between the two etiologic groups. When evaluating these results, one needs to 
keep in mind the median duration of symptoms of 4 days (B. garinii group IQR 2.0-6.0 days, 
B. afzelii group IQR 1.0-10.8 days), when blood and CSF samples were taken.  
 
In our study, the intrathecal production of total IgM was most frequently detected (63.5%), 
followed by production of total IgA (25.5%) and total IgG (6.3%). These results support the 
findings of Arnež at al. in children with acute PFP with median duration of symptoms of 2 
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days, where the same pattern, characteristic of early LNB, was observed (IgM in 55%, IgA in 
15%, and IgG in 0%) (54).  
 
Furthermore, IFA and/or LIAISON were used to evaluate the specific immunologic response 
in blood and CSF to B. burgdorferi sensu lato. Borrelial specific IgM and IgG were present in 
serum in 12.0% and 22.2% respectively. Both IgM and IgG were present in CSF in 17.4% of 
patients. Intrathecal synthesis of specific borrelial IgM and IgG antibodies was present in 
13.9% and 16.5%, respectively. In a study by Cerar et al., in which the IDEIA test and LIAISON 
were used for the detection of borrelial antibodies, the intrathecal production of specific 
borrelial IgM antibodies (50.0%) and IgG (44.1%) in adult patients with clinically evident LNB 
was present more frequently, but the median duration of symptoms was longer (10 days, 
range 2-90 days) (119). On the other hand, a study by Stanek et al., in which CLA and two 
ELISA tests were used for the detection of borrelial antibodies in adult patients, showed that 
B. burgdorferi sensu lato specific IgM, and IgG were not produced intrathecally during the 
first week of illness. IgG intrathecal production was detectable at the end of the first week 
and IgM intrathecal production was heterogeneous (120). According to the above-
mentioned results, the intrathecal production of specific borrelial antibodies in children with 
LNB in our study is most probably present earlier, and a study describing humoral immune 
response day by day in children could elucidate this.  
 
As a side result of our serological findings, the borrelial antibodies in serum and CSF in our 
set of patients were more frequently detected by LIAISON than by IFA (padj<0.001). Similar 
differences in detecting borrelial antibodies by different microbiological methods have been 
described before (93, 119, 120). This supports and adds to the findings of Cerar et al., who 
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showed that LIAISON is more sensitive than IFA for detection of borrelial IgM and IgG 
antibodies in serum of patients with early Lyme borreliosis, but not in patients with Lyme 
neuroborreliosis and chronic Lyme borreliosis (93). It would be in one’s interest to know how 
well these two tests perform at the initial evaluation and in the follow up of patients with LB. 
For example, such knowledge could help us resolve diagnostic dilemmas even in our subset 
of patients with isolated B. burgdorferi sensu lato from CSF but with no pleocytosis (14/110, 
12.7%). However, the serum and CSF samples of these patients were not tested by LIAISON, 
because LIAISON has only been routinely used in samples of children at our medical center 
since 2013. Diagnosis was established only by isolation of B. burgdorferi sensu lato from CSF 
only in 4/14 patients (fever only 1, signs/symptoms of meningitis 1, PFP 2). This subset of 
patients also stresses the importance of performing culture of CSF to B. burgdorferi sensu 
lato even though the method has a low yield and the results take 2-3 months (1, 104, 121).  
 
Not unexpectedly, B. burgdorferi sensu lato in our patients was also isolated from blood. 
Both isolates were B. afzelii in patients with multiple EM and with B. afzelii isolated from 
CSF. Similarly, in a study by Arnež et. al, in children with PFP, there were 3/52 (5.8%) isolates 
from blood: one isolate was B. afzelii and two were undetermined (54). These findings 
support the possible hematogenous route of dissemination in patients infected with 
B. afzelii.  
 
The two relatively large1 groups of patients with determined B. burgdorferi sensu lato 
species offered us a possibility to perform machine-learning analysis (i.e., class classification 
task). The analysis revealed the most important variable for classification between patients 
                                                          
1 A small group of patients is a real treasure for a physician, a nice challenge for a statistician, 
and a real headache for a mathematician. 
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infected with B. garinii and those infected with B. afzelii to be CSF lymphocyte 
concentration, followed by CSF albumin level, and CSF white blood cell count. We have not 
found any similar analysis in the literature. Machine-learning offers a tool to differentiate 
between the two groups of patients without the demanding culturing procedure and the 
microbiological identification of borreliae. The differentiation between the two groups alone 
is not important for the treatment of the patients, but for obtaining more distinctions that 
can subsequently offer us directions for further epidemiologic, microbiologic, pathogenetic, 
and immunologic research. However, the algorithm is robust and it only gives us the 
approximate relative importance of classification for the chosen variables.  
 
The results of our study present ideas for further research. The apparent direction would be 
to follow-up with our patients and describe signs, symptoms, and serological findings, which 
would then be compared between the two etiologic groups. Furthermore, due to the low 
percentage of children with typical features of LB in the present study (30.1% of patients had 
PFP, 28.3% had multiple EM), patients with positive CSF B. burgdorferi sensu lato culture, 
who were without PFP and/or multiple EM, could be compared to patients with serous 
meningitis who have very similar presentation. This would be of clinical importance, because 
LNB demands antibiotic treatment. Since the inflammation in CSF is more pronounced in 
children with B. garinii infection who otherwise don’t have a distinct clinical picture of CNS 
infection, other factors influencing clinical presentation, including host factors, should be 
considered. Therefore, another research direction could be the description of humoral 




The present study is mono-centric and the epidemiological findings are only relevant to the 
central part of Slovenia. Another limitation is the long study period, during which micro 
changes in clinical assessment of patients and/or undetectable changes in laboratory 
environment/procedures could arise that could inadvertently affect our results.  
 
According to our knowledge, this is the largest study in Europe and North America in 
children with B. burgdorferi sensu lato isolated from CSF. The present study has revealed 
that, in Slovenia, LNB in children is more often caused by B. garinii, followed by B. afzelii. The 
analysis of clinical presentation revealed that the signs and symptoms of LNB in children 
caused by B. garinii are not more suggestive of CNS involvement compared to children 
infected with B. afzelii. However, the CSF laboratory results show more pronounced 
inflammation in children infected with B. garinii compared to children infected with 
B. afzelii. Thus, the clinical presentation of Lyme neuroborreliosis in children depends on 
B. burgdorferi sensu lato species. 
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7. CONCLUSIONS  
1. In Slovenia, LNB in children is most often caused by B. garinii, followed by B. afzelii. 
2. Most cases of LNB in children occurred from May to August. 
3. The clinical presentation of Lyme neuroborreliosis in children depends on B. burgdorferi 
sensu lato species. 
 As the first sign/symptom, patients with B. garinii isolated from CSF noticed 
symptoms of meningitis and patients with B. afzelii noticed EM more often. 
 Patients infected with B. garinii did not report symptoms suggestive of CNS 
involvement more often than patients infected with B. afzelii. 
 Upon clinical examination, in patients infected with B. garinii, except for positive 
meningeal signs, other clinical signs suggestive of CNS involvement were not more 
frequent. Patients infected with B. afzelii had more frequent multiple EM. 
 CSF laboratory results show more frequent lymphocytic predominance and more 
frequent dysfunction of blood brain barrier and CNS inflammation seems to be more 
pronounced in children infected with B. garinii compared to children infected with 
B. afzelii.  
4. In serum and CSF borrelial specific antibodies determined by IFA and/or LIAISON were 
present in up to 22.2% and 17.4%, respectively. Intrathecal synthesis of specific borrelial 
antibodies was present in up to 16.5%. 
5. The most important feature for classification between patients infected with B. garinii 
and those infected with B. afzelii is CSF lymphocyte concentration, followed by CSF 




8. ANSWERS TO HYPOTHESIS 
 
1. B. garinii is the main cause of LNB in children in Slovenia, as in adult patients. 
CONFIRMED 
 
2. The clinical presentation of LNB depends on the B. burgdorferi sensu lato species that 
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